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National Melanoma/Skin Cancer Detection 
and Prevention Month — May 1997 


May has been designated National Melanoma/Skin Cancer Detection and Pre- 
vention Month by the American Academy of Dermatology. Although skin cancer is 
the most common form of cancer in the United States, the likelihood of cure is high 
if lesions are detected and treated at an early stage. Skin cancer is more common 
among persons with lightly pigmented skin (7). Basal cell and squamous cell carci- 
nomas affect men more often than women (2). Among persons aged <40 years, 
women are more likely than men to develop melanoma, and among those aged 
240 years, men are more likely to develop melanoma (3). Exposure to sunlight and 
excessive ultraviolet radiation increases the risk for skin cancer. The risk for mela- 
noma later in life is substantially increased following one or more blistering sun- 
burns during childhood or the teenage years. 

CDC's National Skin Cancer Prevention Education Program is designed to help 
achieve the national health objectives for the year 2000 for skin cancer prevention. 
One objective is to increase to >60% the proportion of persons of all ages who limit 
sun exposure, use sunscreens and protective clothing when exposed to sunlight, 
and avoid exposure to artificial sources of ultraviolet light (e.g., sun lamps and tan- 
ning booths) (objective 16.9). 

Parents, health-care providers, schools, and community organizations can de- 
velop and provide strategies that reinforce sun-protection behaviors (e.g., staying 
out of direct sunlight or timing outdoor activities for hours when ultraviolet light is 
less intense) and change attitudes about exposure to the sun (e.g., the opinion that 
a person looks more attractive with a tan). 

Information about skin cancer is available from the National Cancer Institute, 
telephone (800) 422-6237, and from the American Cancer Society, telephone (800) 
227-2345. Information about CDC’s cancer prevention and control program is avail- 
able from the World-Wide Web at http:/Awww.cdc.gov/nccdphp/dcpc. 
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Media Dissemination of and Public Response to the Ultraviolet Index — 
United States, 1994-1995 


Exposure to the ultraviolet component of sunlight may be associated with an in- 
creased risk for some skin cancers. The Ultraviolet Index (UVI) links a rating by the 
National Weather Service (NWS) of solar ultraviolet intensity (on a scale of 0 [minimal] 
to 10+ [very high]) to recommendations for appropriate sun-protection behaviors*. 
During the summers of 1994 and 1995, the NWS, in collaboration with the Environ- 
mental Protection Agency (EPA), the American Academy of Dermatology, the National 
Association of Physicians for the Environment, and CDC, disseminated UVI forecasts 
to selected major television stations and newspapers in the United States. In 1995, the 
Boston University School of Medicine conducted three surveys to evaluate how 
widely the UV! was televised, printed in newspapers, and used by adults (aged 
>18 years) to modify their behaviors to reduce exposure to ultraviolet light. This report 
summarizes the findings of the evaluation, which indicate generally high rates of tele- 
vision broadcast and public awareness of the UVI. 

UVI forecasts were transmitted by radio daily from local weather offices to all 
221 television stations and more than 100 newspapers in 58 selected U.S. cities (com- 
prising one city in each state [most of these were the most populated city in each 
state] and Puerto Rico, Washington, D.C., and six other cities frequented by tourists). 
To determine how often the UVI was televised, in July 1995 questionnaires were 
mailed to weather forecasters at the 221 television stations; the questionnaire asked 
forecasters whether their station broadcast the UVI during the summers of 1994 and 
1995 daily, only on weekends, only once a week, only on particularly hot or sunny 
days, or not at all. Open-ended questions were asked to obtain opinions about the UVI, 
how it was used, and suggestions for improvement of the information distributed with 
the UVI. To determine how often the UVI was published in newspapers, in 54 of the 
58 cities the weather page of the newspaper with the highest circulation in each city 
was reviewed for one randomly chosen day during July 21-August 25, 1995 (newspa- 
pers from four cities were unavailable). To characterize use of the UVI by adults, in 
September 1995, random-digit-dialing was used to select a population-based prob- 
ability sample of 700 white non-Hispanic and white Hispanic persons (who are at 
higher risk for melanoma) aged =18 years living in households in the 58 cities and 
surrounding metropolitan areas. Responses were stratified according to demographic 
and socioeconomic variables of the 58 cities. Logistic regression was used to select 
the best set of statistically significant predictors of UVI awareness and change in hab- 
its. 

All 221 television stations reported whether they had access to UVI information and 
used it in their weathercasts. Eighteen stations did not provide regularly scheduled 
weathercasts (n=14) or had inadequate access to NWS data (n=four). Of the remaining 
203 stations, weather broadcasters at 185 (91%) stations provided follow-up inter- 
views. Of these 185 television stations, 129 (70%) reported broadcasting the UVI daily; 
at least weekly reports were broadcast in 53 (91%) of the 58 cities. The 129 stations 
broadcasting the UVI daily potentially reached an estimated 13 million adults. In re- 
sponse to open-ended questions, more than half (95 [51%]) of the weather forecasters 


*Reduce unprotected sun exposure during 10 a.m.—4 p.m., when the sun’s rays are the strongest; 
thoroughly apply sunscreen with a sun-protection factor of at least 15; and wear protective 
clothing, such as long-sleeve shirts and wide-brimmed hats. 
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reported that they believed the UVI to be an important public health service and that it 
provides valuable information about sun protection. A total of 37 (20%) television sta- 
tions reported impediments to incorporating the UVI into their forecasts (e.g., lack of 
time); 35 of these reported resistance to regularly reporting an index that may not 
change throughout the summer. Forecasters also suggested providing additional in- 
formation with the UVI, including sun-protection information with easily understood 
messages for the public; improving graphics and mapping programs that depict UVI 
warnings; and simplifying recommendations, possibly by including a “minutes to 
burn” index for at-risk persons. 

The weather page for newspapers in 54 of the 58 cities were reviewed; of the 
54 newspapers, 33 (61%) included the UVI. The UVI generally was presented with the 
pollen count, heat index, and wind chill factors on the weather page. Information on 
interpreting the UVI and sun-protection information also were included. 

The mean age of the 700 persons who participated in the telephone survey was 
46 years (95% confidence interval [Ci]=45.1-46.9 years); among the 688 persons for 
whom sex was known, 414 (60% [95% Cl=56%-64%]) were women, and among the 
676 persons for whom education level was known, 258 (38% [95% Cl=34%-42%]) had 
at least a college degree. A tota! of 445 (64%) participants indicated that they either 
had “ever heard of” or read anything about the UVI; of those, 400 (90%) accurately 
explained the UVI in response to an open-ended question about the UVI. Respondents 
reported that television (40%) and newspapers (30%) were the most common sources 
of information about the UVI. Among those who knew about the UVI, 240 (54%) had 
heard or read about it at least five times; 15% of respondents reported that the UVI 
was “hard to understand.” Male and female respondents were equally aware of the 
UVI. Awareness of the UVI was greater among persons aged <60 years (68.1% among 
persons aged <40 years [reference group] and 72.4% among persons aged 
40-59 years [prevalence ratio (PR)=1.06 (95% Cl=0.95-1.19)], compared with 45.1% 
among persons aged >60 years [PR=0.66 (95% Cl=0.55-0.80)]); those with at least 
some college education (65.8% [PR=1.27 (95% Cl=1.08-1.50)], compared with 51.7% 
among persons with up to a high school degree [reference group]); those who had 
actively sought a tan at least once (70.6% arnong those who actively sought a tan 
more than five times [PR=1.18 (95% Cl=1.02-1.37)] and 76.2% among those who ac- 
tively sought a tan one to five times [PR=1.27 (95% Cli=1.13—1.44)], compared with 
59.7% among those who never actively sought a tan [reference group]); and those 
who always or often used sunscreen (71.4% [PR=1.17 (95% Cl=1.05—1.31)], compared 
with 60.8% among those who sometimes, rarely, or never used sunscreen [reference 
group)). 

Of those aware of the UVI, 170 (38%) reported that awareness of the UVI prompted 
them or a family member to change behavior with respect to sun exposure. The most 
frequently reported change was “staying out of direct sunlight as much as possible” 
(70%). In all age groups, women reported changing sun-protection behavior more fre- 
quently than did men. Based on logistic regression analyses, among men, protective 
behaviors were predicted most strongly by being aged <40 years and being exposed 
frequently to the UVI; for women, there were no independent predictive factors for 
sun-protection behaviors. 


Reported by: School of Medicine, Boston Univ, Massachusetts. American Academy of Derma- 
tology, Schaumburg, Illinois. National Association of Physicians for the Environment, Bethesda, 
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Maryland. National Weather Svc, National Oceanic and Atmospheric Administration, US Dept 
of Commerce. US Environmental Protection Agency. Div of Cancer Prevention and Control, 
National Center for Chronic Disease Prevention and Health Promotion, CDC. 

Editorial Note: The data described in this report are the first to provide national as- 
sessments of the effects of television and newspaper dissemination of the UVI and to 
characterize public understanding of and response to the index. These findings indi- 
cate that the UVI had been broadcast daily by 70% of the television stations and at 
least weekly in 91% of the selected cities. Because the UVI can be broadcast in a few 
seconds, this information can be readily incorporated into segments such as the 
weather forecast. 

The telephone survey indicated that messages about measures to reduce exposure 
to ultraviolet light should be directed especially toward persons with a high school 
education or less and men. Respondents with a high school education or less were 
least aware of the UVI, a finding consistent with a previous report documenting a re- 
lation between low education level and reduced awareness of sun-protection behav- 
iors (7). Although the prevalences of awareness of the UVI were similar among men 
and women, men were less likely to report changes in sun-protection behavior in re- 
sponse to the index; previous reports also indicated that men were less likely than 
women to use sunscreen (2-6 ). An important limitation of this survey approach is that 
it did not provide information about health outcomes associated with UVI-related be- 
haviors. 

Because most of a person's lifetime sun exposure occurs during childhood and 
adolescence, CDC programs targeting parents, caregivers, and children are encourag- 
ing “early” safe sun-protection behaviors. Reducing sunburns, a key preventable risk 
factor for melanoma, is one important risk strategy. 

This assessment of the UVI is being used to assist the NWS and EPA in improving 
prevention messages, increasing outreach to at-risk groups, and coordinating pro- 
grams to increase awareness of sun-protection measures. Monitoring of reporting 
and public awareness of the UVI also can assist in these efforts, and dissemination of 
the UVI may be expanded to 110 new cities. CDC’s National Skin Cancer Prevention 
Education Program aims to reduce behaviors associated with increased risk for skin 
cancer. In collaboration with other organizations, this program develops and dissemi- 
nates educational messages to the public about the dangers of unprotected exposure 
to the sun and how to modify sun-protection behavior. Information about CDC’s can- 
cer prevention and control program is available from the World-Wide Web at 
http://www.cdc.gov/nccdphp/dcpc. 
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Contraceptive Practices Before and After an Intervention Promoting 
Condom Use to Prevent HIV Infection and Other Sexually Transmitted 
Diseases Among Women — Selected U.S. Sites, 1993-1995 


Because heterosexual contact is the most common mode of human immuno- 
deficiency virus (HIV) transmission among women (7), development of effective 
strategies to reduce sexually transmitted HIV infection is critical. In addition, because 
most women at risk for HIV infection are reproductive aged (14-44 years), effective 
use of contraceptives is important to prevent unintended pregnancies (2,3 ). Latex 
condoms used by males, when used consistently and correctly, are highly effective at 
reducing the risk for HIV infection and other sexually transmitted diseases (STDs) (4 ); 
however, hormonal contraceptive methods or surgical sterilization are more effective 
for preventing pregnancy (5). One possible effect of encouraging women to use con- 
doms for HIV/STD prevention with their male partners is that women may discontinue 
use of hormonal contraceptive methods. To assess whether encouraging women to 
use condoms for HIV/STD prevention affects their contraceptive practices, CDC ana- 
lyzed longitudinal data on contraceptive methods and condom use for HIV/STD pre- 
vention that were collected as part of a randomized trial evaluating HlV-counseling 
methods during August 1993—June 1995 (6). This report summarizes the findings of 
the analysis, which indicate that, among reproductive-aged women who were encour- 
aged to use condoms for HIV/STD prevention, consistent condom use for HIV/STD 
prevention increased among women using each contraceptive method studied. In ad- 
dition, most women using hormonal contraceptive methods continued to use them 
after the intervention, and the overall proportion of women protected against preg- 
nancy increased.* 

Women included in this analysis (1793 [55%] of eligible women) were HIV-negative, 
heterosexual, and reproductive-aged STD patients of inner-city clinics in Long Beach 
and San Francisco, California; Denver, Colorado; Baltimore, Maryland; and Newark, 
New Jersey, who agreed to participate in the HIV-prevention counseling trial. To par- 
ticipate in the study, women had to have reported having had vaginal sex during the 
preceding 30 days and had to have come to the STD clinic for a full diagnostic exami- 
nation. As part of the study, participants completed an interview at enrollment, 
received HIV-prevention counseling or education encouraging consistent condom use 
with all male sex partners, and completed a follow-up interview 3 months after enroll- 
ment. Both interviews included questions about condom use during vaginal sex dur- 
ing the preceding 3 months. Women also were asked about their pregnancy intentions 
and methods they were using to prevent pregnancy. Contraceptive methods reported 
at enrollment and at follow-up, in descending order of contraceptive effectiveness, 
were 1) sterilization (i.e., tubal ligation, vasectomy, or medical infertility by self- 
report); 2) hormonal contraceptives (i.e., oral, injected, or implanted); 3) latex con- 


*Single copies of this report will be available until May 1, 1998, from the CDC National AIDS 
Clearinghouse, P.O. Box 6003, Rockville, MD 20849-6003; telephone (800) 458-5231 or (301) 
217-0023. 





374 May 2, 1997 
Contraceptive Practices — Continued 


doms used by men; 4) other barrier methods (i.e., diaphragm or spermicides of all 
forms; 5) minimally effective methods (i.e., rhythm or withdrawal); and 6) no method. 
Women reporting more than one contraceptive method were classified based on the 
most effective contraceptive method reported (5). Because condoms can be used for 
both HIV/STD prevention and contraception, questions about frequency of condom 
use for HIV/STD prevention were asked separately from those about contraceptive 
methods. Consistent condom use was defined as use of condoms during every epi- 
sode of vaginal intercourse during the preceding 3 months. 

Of the 1793 women who participated in the trial, longitudinal data about contracep- 
tive use and condom use for HIV/STD prevention were available at both the enroll- 
ment and follow-up interviews for 1303 (73%) women; of these, 1173 (90%) reported 
having had vaginal sex at least once during the 3-month study interval. Study partici- 
pants were predominantly young (median age: 24 years) and racial/ethnic minorities 
(51% non-Hispanic black, 19% Hispanic, and 7% races other than non-Hispanic white), 
and most (60%) were unemployed. The characteristics of these women were similar to 
those of all women attending these inner-city STD clinics (6). The median age at first 
sexual intercourse was 15 years. During the 3 months preceding the enrollment inter- 
view, the median number of male partners was one, the median number of vaginal 
sex episodes was 12, and 973 (83%) women reported having a male partner they con- 
sidered their primary (“main”) sex partner. At the enrollment visit, 32% of participants 
had at least one STD (syphilis, gonorrhea, chlamydia, trichomonas, pelvic inflamma- 
tory disease, or herpes simplex virus) diagnosed. 

After receipt of counseling to encourage consistent condom use, most (75%) 
women who reported using hormonal contraception at enrollment also reported hor- 
monal contraceptive use at follow-up. In addition, 56% of women who reported using 
no method or minimally effective contraceptive methods at enrollment subsequently 
were sterilized (3%) or began using condoms (43%) or hormonal methods (10%) as 
contraception (Table 1). Of the 249 women who reported using hormonal methods at 
enrollment, four (2%) were sterile, and 188 (75%) reported still using hormonal meth- 
ods at follow-up. The other 57 (23%) women were either using condoms (12%), other 
barrier methods (1%), minimally effective contraceptive methods (3%), or no method 
(1%); were pregnant (3%); or wanted to become pregnant (3%). Of the 345 women 
who reported using condoms for contraception at enrollment, 236 (68%) were still 
using condoms for contraception at follow-up, and 42 (12%) reported using hormonal 
methods or being sterilized. Of the 223 women using minimally effective contracep- 
tive methods or no method at enrollment, 96 (43%) reported using condoms for con- 
traception at follow-up, and 29 (13%) reported using hormonal methods or being 
sterilized. 

From enrollment to follow-up, consistent condom use among all 1173 women in- 
creased from 13% at enrollment to 36% at follow-up (p<0.001, McNemar’s chi-square) 
(Figure 1). Consistent condom use increased among women regardless of contracep- 
tive method reported at enrollment: for the 208 women who were sterile, from 8% to 
34%; for the 249 women who used hormonal methods, from 10% to 31%; for the 
345 women who used condoms, from 28% to 47%; for the 15 women who used other 
barriers, from zero to 33%; and for the 223 women who reported using minimally ef- 
fective methods or no method at enrollment, from 1% to 30%. 
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FIGURE 1. Percentage of condom use for HIV infection and other sexually transmitted 
disease (HIV/STD) prevention reported at enrollment and follow-up by women 
participating in a condom-promotion intervention, by contraceptive method* at 
enroliment — selected sites,t 1993-19955 
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*Contraceptive methods in descending order of contraceptive effectiveness were 
1) sterilization (i.e., tubal ligation, vasectomy, or medical infertility by self-report); 
2) hormonal contraceptives (i.e., oral, injected, or implanted); 3) latex condoms used by 
men; 4) other barrier methods (i.e., diaphragm or spermicides of all forms); 5) minimally 
effective methods (i.e., rhythm or withdrawal); and 6) no method 

‘Long Beach and San Francisco, California; Denver, Colorado; Baltimore, Maryland; and 
Newark, New Jersey 

§ n=1173 

1 E=enrollment 

**F=follow-up 

'T Some women reported condom use for HIV/STD prevention but did not report use as a 

contraceptive method 


5§ Includes data for pregnant women and women who wanted to become pregnant 


Reported by: JM Douglas, MD, Denver Dept of Health; T Hoxworth, PhD, Colorado Dept of 
Public Health and Environment. J Rogers, MS, M latesta, MPA, New Jersey Dept of Health and 
Senior Svcs. F Rhodes, PhD, CK Malotte, DrPH, Long Beach Dept of Health and Human Svcs, 
California State Univ, Long Beach; GA Bolan, MD, C Kent, MPH, San Francisco Health Dept. 
J Zenilman, MD, A Lenz, MPA, Baltimore City Health Dept, Maryland. Project RESPECT Study 
Group. Behavioral Interventions and Research Br, Div of Sexually Transmitted Diseases Preven- 
tion, and Prevention Svcs Research Br, Div of HIV/AIDS Prevention-Surveillance and 
Epidemiology, National Center for HIV, STD, and TB Prevention, CDC. 

Editorial Note: The findings in this report indicate that, among the reproductive-aged 
women who were encouraged to use condoms for HIV/STD prevention, consistent 
condom use for HIV/STD prevention increased among women using each contracep- 
tive method studied. In addition, although some women who are encouraged to use 
condoms for HIV/STD prevention may discontinue use of hormonal contraceptives, 
75% of participants in this study who were using hormonal contraceptives at enroll- 
ment continued to use them after the condom-promotion intervention. From enroll- 
ment to follow-up, only 12% of women changed from using hormonal contraceptives 
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to using condoms for contraception. Furthermore, approximately half of the women 
who were using minimally effective or no contraceptive methods at enrollment 
changed to using more effective contraceptive methods after the condom-promotion 
intervention, and of women using condoms for contraception, the proportion using 
them consistently nearly doubled from enrollment to follow-up. Thus, for women who 
were neither sterilized nor using hormonal contraceptive methods at enrollment, the 
risk for unintended pregnancy at follow-up was reduced because of the increase in 
consistent condom use for HIV/STD prevention or the use of other effective contracep- 
tive methods. 

The findings in this report are subject to at least two limitations. First, because the 
study sample was not representative of all women in the United States at risk for HIV 
infection or other STDs, these findings may not be generalizable to all U.S. women at 
risk for HIV infection or other STDs. Second, because the study is based on self- 
reported data, the results cannot be validated and may be subject to bias; furthermore, 
condom use may have been overreported. 

Overall, most (75%) women reported that their sex partners used latex condoms, 
and many (36%) used them consistently after the intervention. Many sexually active 
women are at risk for HIV and other STDs, and use of latex condoms by their sex 
partners is an effective strategy for preventing HIV/STDs among women. For the 
women described in this report, condom promotion increased condom use but did not 
adversely influence effective contraception strategies. Counselors, clinicians, and 
other public health providers should continue to educate women about the benefits of 
consistent, correct use of latex condoms for HIV/STD prevention. In addition, effective 
contraceptive strategies should be promoted to women who do not want to become 
pregnant. 
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Program to Prevent Perinatal Hepatitis B Virus Transmission 
in a Health-Maintenance Organization — Northern California, 1990-1995 


Each year, an estimated 20,000 infants are born to hepatitis B surface antigen 
(HBsAg)-positive women in the United States. These infants are at high risk for peri- 
natal hepatitis B virus (HBV) infection, chronic HBV infection, and associated compili- 
cations of chronic liver disease, including cirrhosis and hepatocellular carcinoma. All 
vaccine advisory groups recommend that all pregnant women be routinely tested for 
HBsAg during an early prenatal visit during each pregnancy to determine whether 
their newborns will require immunoprophylaxis for the prevention of perinatal HBV 
infection (1-4). Administration of appropriate immunoprophylaxis is approximately 
90% effective in preventing HBV infection among children born to HBsAg-positive 
mothers (5). In 1985, the Kaiser Permanente Medical Care Program of Northern Cali- 
fornia (KP)—a health-maintenance organization (HMO) providing care to 2.5 million 
members and delivering 30,000 infants annually—implemented HBsAg screening of 
all pregnant women. After initiating the program, KP estimated that at least 25% of the 
infants born to HBsAg-positive women were not receiving appropriate post-exposure 
prophylaxis. In response, KP implemented a tracking and follow-up program in 1988. 
This report describes an assessment of the impact of this program, which indicates 
that a centralized case-management and tracking system can substantially improve 
levels of post-exposure prophylaxis. 

The perinatal hepatitis B program is a component of the KP perinatal section that 
screens, tracks, and manages test results for HBsAg, syphilis, human immunodefi- 
ciency virus (HIV), and alphafetoprotein in pregnant women, as well as the state- 
mandated screening tests for their newborns. A central database is linked to 32 pre- 
natal clinics, 11 obstetric hospitals, 30 local laboratories, a central laboratory, and 
32 pediatric clinics. 

The perinatal hepatitis B program maintains a database of all HBsAg-positive preg- 
nant women, including their estimated dates of confinement and designated prenatal 
clinic health-care providers. A list of the HBsAg-positive pregnant women expected to 
deliver during the next 3 months is produced weekly and reviewed daily at the central 
office for patient admission to obstetric hospitals. Staff from the perinatal hepatitis B 
program verify that appropriate prophylaxis is provided to at-risk infants at birth 
(hepatitis B immune globulin [HBIG] and first dose of hepatitis B vaccine) by direct 
communication with the medical staff at the obstetrics hospitals or by review of a 
faxed copy of the infant's medical record. They continue to track infants using an on- 
line vaccination tracking system to verify that follow-up doses of hepatitis B vaccine 
are administered at ages 1 and 6 months. Reminder letters are sent to pediatric 
providers before an infant's vaccination visit to ensure administration of the second 
and third doses of hepatitis B vaccine. The hepatitis B nurse coordinator consults with 
pediatric providers or designated staff members to schedule follow-up with patients 
who do not receive vaccines according to the recommended schedule. 

Of the 188,498 infants delivered through the KP health-care system from 1990 
through 1995, a total of 1712 (0.9%) were born to HBsAg-positive women. Almost all 
of these infants (1708 [99.8%]) received HBIG and hepatitis B vaccine before hospital 
discharge. Of the 1511 infants who remained in the KP health plan, 94% completed the 
three-dose hepatitis B vaccine series by age 6-8 months, and all infants except one 
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were completely vaccinated by age 24 months. KP conducts postvaccination serologic 
testing to determine whether infants responded to the vaccine or became infected 
with HBV; however, these results are not tracked through the perinatal program. 
Reported by: E Schoen, MD, D Cohen, MPH, S Black, MD, C Limata, MSN, Kaiser Permanente 
Medical Care Program of Northern California, Oakland. Hepatitis Br, Div of Viral and Rickettsial 
Diseases, National Center for Infectious Diseases, CDC. 

Editorial Note: Prevention of perinatal HBV infection requires the coordinated transfer 
of information between outpatient and hospital-based providers to ensure that 
1) pregnant women are screened for HBsAg and the results are transmitted to the 
delivery hospital, 2) infants of HBsAg-positive women receive HBIG and the appropri- 
ate dose of vaccine at birth, 3) infant vaccination is completed by age 6-8 months, and 
4) the infant is tested after vaccination at age 9-15 months. Prevention programs with- 
out intensive case management and tracking have been only moderately successful in 
ensuring that children of HBsAg-positive mothers are identified and complete the vac- 
cine series by age 6-8 months. 

Before the initiation of federal funding of perinatal hepatitis B prevention programs 
in 1990, only 45% of infants born to HBsAg-positive mothers received appropriate pro- 
phylaxis at birth, and few (35%) had completed the vaccine series by age 6-8 months 
(6,7). In 1990, perinatal hepatitis B prevention programs were implemented nation- 
wide. Despite these programs, only an estimated 40% of the approximately 20,000 
births to HBsAg-positive women are identified each year and entered into tracking 
systems. Of the infants who are tracked, approximately 90% receive appropriate pro- 
phylaxis at birth, and 60%-70% complete the vaccine series by age 6-8 months (8). 
Thus, only 5000-6000 of the 8000 infants who are tracked receive appropriate and 
timely follow-up; the number of infants who are not tracked and who receive appropri- 
ate and timely follow-up is probably even lower. 

Because the risk for perinatal HBV infection is increased for infants born to HBsAg- 
positive women and who have not started the series at birth or who have not com- 
pleted the vaccine series by age 6-8 months, the appropriate doses of HBIG and 
vaccine should be provided in a timely manner (9,10). In addition, because of the 
continuing risk for exposure among infants of HBsAg-positive mothers, postvaccina- 
tion testing should be used to identify those infants who may not have responded to 
the initial three-dose series and who may require additional doses of vaccine. 

The experience at KP emphasizes the importance of a centralized management and 
tracking system for perinatal hepatitis B programs; this approach can improve identi- 
fication, follow-up, and vaccination completion rates of infants born to HBsAg-positive 
mothers. Centralization ensures that all health-care providers and institutions have 
access to screening and tracking information—a need especially important when dif- 
ferent health-care providers and institutions provide the prenatal and perinatal care 
for the pregnant woman, delivery of the newborn, and follow-up care for the infant. In 
addition to this centralized approach, other important components include dedicated 
staff, computerized tracking systems, and provider-reminder and/or patient-recall sys- 
tems (8). As with the prevention of perinatal HBV infection, intensive case manage- 
ment of mothers and their newborns, including centralized case management and 
tracking, may be useful in preventing other perinatal infectious diseases, including 
HIV infection, group B streptococcal disease, and congenital syphilis. 





380 May 2, 1997 


Perinatal Hepatitis — Continued 


References 

1. Committee on Obstetrics, Maternal and Fetal Medicine. Guidelines for hepatitis B virus screen- 
ing and vaccination during pregnancy. Washington, DC: American College of Obstetrics and 
Gynecology, 1990. 
CDC. Protection against viral hepatitis: recommendations of the Immunization Practices Ad- 
visory Committee. MMWR 1990;39(no. RR-2). 

. Committee on Infectious Diseases. Report of the Committee on Infectious Diseases. 22nd 
ed. Elk Grove Village, Illinois: American Academy of Pediatrics, 1991:238-55. 

American Academy of Family Physicians. Recommendations for hepatitis B preexposure vac- 
cination and postexposure prophylaxis. Kansas City, Missouri: American Academy of Family 
Physicians, August 1992; order no. 966. 

. Stevens CE, Taylor PE, Tong MJ, et al. Yeast-recombinant hepatitis B vaccine: efficacy with 
hepatitis B immune globulin in prevention of perinatal hepatitis B virus transmission. JAMA 
1987;257:2612-6. 

. Birnbaum JM, Bromberg K. Evaluation of prophylaxis against hepatitis B in a large municipal 
hospital. Am J Infect Control 1992;20:172-6 

. Klontz K. A program to provide hepatitis B immunoprophylaxis to infants born to HBsAg- 
positive Asian and Pacific Island women. West J Med 1987;146:195-9. 

. CDC. Prevention of perinatal hepatitis B through enhanced case-management—Connecticut, 
1994-95, and United States, 1994. MMWR 1996;45:584~-7. 

Kohn MA, Farley TA, Scott C. The need for more aggressive follow-up of children born to 
hepatitis B surface antigen positive mothers: lessons learned from the Louisiana Perinatal 
Hepatitis B Immunization Program. Pediatr Infect Dis J 1996;15:535-40 

. Marion SA, Pastore MT, Pi DW, Mathias RG. Long term follow-up of hepatitis B vaccine in 

infants of carrier mothers. Am J Epidemiol 1994;140:734-46 


Notice to Readers 


Availability of Diphtheria Antitoxin 
Through an Investigational New Drug Protocol 


Although diphtheria is a rare disease in the United States, access to diphtheria 
antitoxin (DAT) is essential to ensure effective treatment of a case. The previously 
available supply of U.S.-licensed DAT (Diphtheria Antitoxin, Equine, Connaught Labo- 
ratories, Inc., Swiftwater, Pennsylvania) had an expiration date of January 6, 1997, and 
should no longer be used. No manufacturer has announced an intention to license a 
DAT product in the United States. 

A DAT product (i.e., Diphtheria Antitoxin, Pasteur Merieux, Lyon, France), licensed 
in Europe and similar to the previously licensed U.S. product, is now available in the 
United States through an Investigational New Drug (IND) protocol through CDC. This 
protocol is designed to enable the emergency treatment of patients with suspected 
diphtheria. Decisions to dispense DAT from U.S. Public Health Service quarantine sta- 
tions will be made by medical epidemiology staff of CDC’s Child Vaccine Preventable 
Disease Branch, Epidemiology and Surveillance Division, National Immunization Pro- 
gram, in discussion with the treating physician. Physicians treating a case of sus- 
pected diphtheria can contact the diphtheria duty officer, telephone (404) 639-8255, 8 
a.m. to 4:30 p.m. eastern time, or (404) 639-2889, all other times. All suspected diph- 
theria cases should also be reported to local and state health departments. 
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FIGURE I. Selected notifiable disease reports, comparison of provisional 4-week totals 
ending April 26, 1997, with historical data — United States 


DISEASE DECREASE INCREASE eee aed 

Hepatitis A 1,320 

Hepatitis B 498 

Hepatitis, C/Non-A, Non-B 189 
Legionellosis 
Malaria 
Measles, Total 
Meningococcal Infections 
Mumps 
Pertussis 
Rabies, Animal 
Rubella 


r a 


0.125 0.5 1 





Ratio (Log Scale)* 


+ 


[<> Beyond Historical Limits 


*Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary — provisional cases of selected notifiable diseases, 
United States, cumulative, week ending April 26, 1997 (17th Week) 





Cum. 1997 Cum. 1997 





Anthrax 
Brucellosis Poliomyelitis, paralytic 
Cholera Psittacosis 
Congenital rubella syndrome Rabies, human 
Cryptosporidiosis* Rocky Mountain spotted fever (RMSF) 
Diphtheria Streptococcal disease, invasive Group A 
Encephalitis: California* Streptococcal toxic-shock syndrome* 
eastern equine* Syphilis, congenital‘ 
St. Louis* Tetanus 
western equine* Toxic-shock syndrome 
Hansen Disease Trichinosis 
Hantavirus pulmonary syndrome*' 1 Typhoid fever 
Hemolytic uremic syndrome, post-diarrheal* Yellow fever 
HIV infection, pediatric** 


Plague 














no reported cases 

*Not notifiable in all states 

Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for infectious Diseases (NCID) 
SUpdated monthly to the Division of HIV/AIDS Preveniion-Surveillance and Epidemiology, National Center for HIV, STD, and 
TB Prevention (NCHSTP), last update March 25, 1997 
tUpdated from reports to the Division of STD Prevention, NCHSTP. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending April 26, 1997, and April 27, 1996 (17th Week) 


Escherichia 
coli 0157:H7 
Chlamydia NETSS' PHLIS Gonorrhea 
Cum Cum Cum Cum Cum Cum 
Reporting Area 1996 1997 1996 1997 1997 1997 
UNITED STATES 19,904 112,078 127,477 
NEW ENGLAND 841 4,892 6,122 28 10 2,474 
Maine 10 316 1 15 
N.H 25 214 39 
Vt 8 131 16 ; 22 
Mass 486 2,328 154 ! 710 
Ri 38 688 

Conn 274 

MID. ATLANTIC 1 5,591 

Upstate N.Y 8 571 

N.Y. City 3,283 

NJ ] 1,023 

Pa 714 

E.N. CENTRAL 1,538 

Ohic 2 401 

Ind 264 

i ] 527 

Mich 254 

Wis 5 92 

W.N. CENTRAL 

Minr 

low 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans 

S. ATLANTIC 

Del 

Md 











Cum 
1996 


303 135 73,995 95,061 























wo 


aw-O UVnwWwo 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 
MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 

PACIFIC 

Wash 

Oreg 

Calif 

Alaska 

Hawaii 

Guam 26 

PR 1 N 199 91 27 
VI N 

Amer. Samoa 

C.N.M.1 


N: Not notifiable U: Unavailable 
*Updated monthly to the Division of HIV/ 
last update March 25, 1997 

National Electronic Telecommunications System for Surveillance 
Public Health Laboratory Information System 


N 11 11 2 
no reported cases C.N.M.1.: Commonwealth of Northern Mariana Islands 
AIDS Prevention-Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention, 
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TABLE Il. (Cont’d.) Provisional cases of selected notifiable diseases, United States, 
weeks ending April 26, 1997, and April 27, 1996 (17th Week) 





Reporting Area 


Legionellosis 


Lyme 
Disease 


Malaria 


Syphilis 


(Primary & Secondary) 


Tuberculosis 


Rabies, 
Animal 








Cum Cum 
1997 1996 





Cum Cum 
1997 1996 





Cum Cum 
1997 1996 





Cum Cum. 
1997 1996 





Cum Cum. 
1997 1996 





Cum 
1997 





UNITED STATES 


NEW ENGLAND 
Maine 
N.H 


MID. ATLANTIC 
Upstate N_Y. 
N.Y. City 

NJ 

Pa 


E.N. CENTRAL 
Ohio 


W.N. CENTRAL 
Minn 


S. ATLANTIC 
Del 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 
idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Amer. Samoa 
C.N.M.1. 


262 244 


10 


N 
@ 


1 
1 
3 
6 
1 
5 
4 


- w 
‘>wWw@ 


> 


no 


) 
“NUNS O--—N 


> 


~N 


322 


2,481 
47 


3,921 


4,153 5,296 
104 176 
7 


2,164 
328 





N: Not notifiable 


U: Unavailable 


reported cases 





May 2, 1997 


TABLE Ill. Provisional cases of selected notifiable diseases preventable by vaccination, 
United States, weeks ending April 26, 1997, 
and April 27, 1996 (17th Week) 


H. influenzae, Hepatitis (Viral), by type 
invasive A 8 


Cum Cum Cum Cum Cum 
Reporting Area 1997* 1996 1996 1997 


ATES 382 396 





Measles (Rubeola) 
Indigenous Imported’ Total 
Cum Cum Cum Cum 
1997 1997 1997 1997 1996 
8,664 


559 2,93 17 1 13 20 102 
9 177 97 ; g 
































3 


9 


Hawa 

Guar 

PR 

Amer. Samoa 

C.N.M.1 4 10 


N: Not notifiable U: Unavailable 





no reported cases 


*Of 77 cases among children aged <5 years, serotype was reported for 35 and of those, 16 were type b 
For imported measies, cases include only those resulting from importation from other countries 





Vol. 46 / No. 17 


385 


TABLE Ill. (Cont’d.) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending April 26, 1997, 
and April 27, 1996 (17th Week) 





Reporting Area 


Meningococcal 
Disease 


Mumps 








Cum 


Cum 
1997 1996 





Cum 
1997 1997 


Cum 
1996 





we | 


Pertussis 
Cum 


Cum 
1997 1996 





1997 | 


Rubella 
Cum 


Cum. 
1997 1996 





UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

R.i 

Conn 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

NJ 

Pa 


E.N. CENTRAL 
Ohio 

ind 

i] 

Mich 

Wis 


W.N. CENTRAL 
Minn 

lowa 

Mo 

N. Dak 

S. Dak 

Nebr 

Kans. 


S. ATLANTIC 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

Idaho 

Wyo 

Colo 

N. Mex 
Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Vi. 
Amer. Samoa 
C.N.M.1. 


1,344 
84 


1,281 


6 


188 
6 


212 


173 


1,616 989 


374 187 
8 
16 


~DwWS 
1ioO@ 


o 


153 


on 


bo 


on 


= 
~Lh~ 
~bW-O WwW 


BSBB% 


ve ao 
on == 


Os) 


§wo8 > wo 


oBS Brn-onw 


Ww 


\ 
Wes DENNY 


w oe 


INBB VuowkS 


@ 


12 67 
. 





N: Not notifiable 


U: Unavailable 


no reported cases 





TABLE IV. Deaths in 122 U.S. cities,* week ending 
April 26, 1997 (17th Week) 


All Causes, By Age (Years) Pad’ All Causes, By Age (Years) 


Reporting Area All Total} Reporting Area All 
Ages >65 | 45-64] 25-44] 1-24 | <1 Ages >65 | 45-64 125-441 1-24] <1 


NEW ENGLAND 332 92 34 7 ATLA C 1,28 287 29 40 2 
Boston, Mass 73 32 10 ta > 

Bridgeport, Conn 7 
Cambridge, Mass 
Fall River, Mass 
Hartford, Conn 
Lowell, Mass 

Lynn, Mass 

New Bedford, Mass 
New Haven, Conn < t j 
Providence, R.| Tampa, Fla 
Somerville, Mass Washington, D 
Springfield, Mass : 27 0 2 Wilmington, De 
Waterbury, Conn j { L { U ne tel 
Worcester, Mass é f E.S. CENTRAL 
Birmingham, Ala 
MID. ATLANTIC 2,334 4 1 5 Chattanooga, Tenr 
Albany, N.Y 1 r ) Knoxville. Tenr 
Allentown, Pa 1 
Buffalo, N.Y 
Camden, N 
Elizabeth, N 
Erie, Pa 
Jersey City 
New York ¢ 45 
Newark, N.J 53 2 0 3 3 Austin, Tex 
Paterson, N Baton Rouge, La 
Philadelphia, Pa Corpus Christi, Te 
Pittsburgh, Pa.§ 

Reading, Pa 
Rochester, N.Y 
Schenectady, N.Y 
Scranton, Pa 
Syracuse, N.Y 
Trenton, N.J 
Utica, N.Y : ' 
Yonkers, N.Y. 16 1 3 tulsa, Okla 


E.N. CENTRAL 
Akron, Ohio 
Canton, Ohic 
Chicago, Ili 
Cincinnati, Ohic 
Cleveland, Ohio 
Columbus, Ohic 
Dayton, Ohio 
De’roit, Mich 
Evansville, ind 

Fort Wayne, Ind 
Gary, Ind 

Grand Rapids, Mich 
Indianapolis, ind 
a 4 = Glen lale a f 
Milwaukee, Wis 1 ~ 2 ? " ‘ 4 a 
Peoria, Ill a 
Rockford, II! L *] 

South Bend, ind 
Toledo, Ohio 
Youngstown, Ohic 
W.N. CENTRAL 
Des Moines, lowa 
Duluth, Minn 
Kansas City, Kans 
Kansas City, Mo 
Lincoln, Nebr 
Minneapolis, Minn 
Omaha, Nebr - ; " ' -_ 
St. Louis, Mo 5 ’ ITAL 
St. Paul, Minn q 

Wichita, Kans 


























4 


> 


WNRWHN 
IwWwosh-@ 


timore, Md 


~~ 
iw Ooan 


Ww 


Lexington, Ky 
Memphis, Tenr 


Mobile, Ala 


aman 
Tr. 5 


Montgomery, Ala 
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ow 


Nashville, Tenr 


oo 
Nw 
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wo 


Oo WwW Ue 


Dalias, Tex 
El Pas Tex 
Tex 


no — hb 
IO Ow a 


so 


Tex 


i) 


~ObCNHNNS 


NNW 


MOUNTAIN 
Albuquerque, N 
Boise, Idaho 
Colo. Springs, Colo 
Denver, Colo 

Las Vegas, Nev 
Ogden, Utah 
Phoenix, Ariz 


eal 


iNew 
~ 
ur 


a 


IWNw- 
onawos 


YONG 
ND 


Pueblo, Colc 


nN 


ON hWOO 


Salt Lake City, Utah 
Tucson, Ariz 
PACIFIC 

Berkeley, Calif 
Fresno, Calif 


Los Angeles, Calif 
Pasadena, Calif 
Portland, Oreg 
Sacramento, Calif 
San Diego, Calif 
San Francisco, Calif 
San Jose 

Santa Cruz 
Seattle, Wash 
Spokane, Wash 
Tacoma, Wast 


on 


NWNAT 
N= 
WOANKNWELODONDOW 


—~L 


WN OWNHN® 
N 

e 

ow 

J 

wo 
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U: Unavailable no reported cases 
“Mortality data in this table are voluntarily reported from 122 cities in the United States, most of which have populations of 100,000 or 


more. A death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
included 


Pneumonia and influenza 

SBecause of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week Complete 
counts will be available in 4 to 6 weeks 
‘Total includes unknown ages 
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